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“This Plan of Correction is!
prepared  and  submitted  as!
required by law. By submitting
this Plan of Correction, Prestige |
Camas on 10/29/2013, A sample of 5 residenis Care and Rehabilitation -

was selected from & census of 63. The sample . ;
i Included 4 current residents and the record of 1 Camas does not admit that the |

former and/or discharged resident. : deficiency listed on this form
exist, nor does the Center admit to
any statements, findings, facts, or ||
conclusions that form the basis
for the alleged deficiency. The
Center reserves the right to|
challenge in  legal and/or
regulatory or  administrative
The survey was conducted-by. - proceedings  the  deficiency,

statements, facts, and conclusions

that form the basis for the !

The survey leam is from: . A
Y . deficiency.” .

F 000 | INITIAL COMMENT‘S F OOOf

| This report is the result of an unannounced
Abbreviated Survey conducted at Prestige

| The following complalint was investigaled;

#2884197

Department of Social & Heaith Services l
Aging & Disabllity Services Administration i
Residential Care Services, District 3, Unit D
5411 East Ml Plain Bivd,, Suite 203 !
Vancouver, WA 98561

Telephone: 360-397-9550
Fax. 360-992-7963
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| ReSidential Caﬁr ervices Date

By . b

LABORATOR :’"D}RECTO b O PROVIDE%!ER REPRESENTATIVE'S SIGNATURE TIFLE (X6} DATE

4 zﬁfr’w%/ 7% - (gt ) I

Any geficlency statement ending with an sstensk {7} denotes 2 deficlenoy which the institution may be excused from correcting providing 4 is adtermided that
other safeguards provide sufficient protection to the patients. (See Instructions,) Except for nursing homes, the findings stated apove are disciosable 90 davs
fallowing the date of survey whather or not s plan of correction is provided. For nursing homes, the above findings and plans of comrectlon ars disclosable 14
says foflowing the date these documents zre made avallable to the facifity, If deficiencies sre cited, an approved plan of correction ie reguishe to continued
wrogram participation,
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ss= | PERSONS/PER CARE PLAN F282 |
. N . . s:* LN ¥ §1“
The services provided or arranged by the facility 1 RQSId.ei?t #l's care plara? d[_ldd If :
must be provided by qualified persons in room care plan were reviewed for:
accordance with each resident's written plan of appropriateness and
care. completeness. Discussion was
: : held with facility administration
' This REQUIREMENT is not met as evidenced and family members regarding
by: any care plan changes deemed
Based on interview and record review, the facility . appropriate. Care plan was
failed to provide services in accordance with each . updated with new interventions.

resident's written plan of care for 1 of 5 residents
{#1, former/discharged ) when they failed to have
2 caregivers (deemed necessary according to the the center.
assessment and care plan) provide bedside care. 7 Residents with like ADL |
This failure caused harm when the Resident i
sustained a fractured arm after falling out of bed

Resident #1 no longer resides in |

assistance needs and similar

during care being provided by 1 (cne) caregiver, equipment in use were audited to |
ensure appropriate care plans are
Findings include: ' in place and followed by staff.

esident #1 was admitted to the facility on
/06 and had resided there continuously with

the exception of brief hospitalizations with 3.0n 9/28/2013, nursing staff
diagnoses to include a stroke with weakness on were re-educated by DNS
one side of the body, diabetes and seizure regarding the importance of

discrder. Resident #1 was discharged to the

hospital on 113 for an acute | following the comprehensive and!

problem. According to the Minimum Data Set in-room care plans. SDC' and
{MDS), as assessment tool, dated 08/07/13, the DNS to continue to provide
! resident was totally dependent on staff for education regarding care plans

activities of daily living (ADLs). The resident was
moderately cognitively impaired and was not able
to walk. The resident was on an air mattress
while in bed 1o prevent skin breakdown, to
provide comfort and because of immobility.

during general orientation.

The residents plan of care (based on
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Investigation revealed NAC A"Did not foflow the

assessment), dated 8/9/13, specified to "Place
resident on center of bed for safety” and "Assist
resident to reposition as needed every 2-4 hours”
and "Provide care per in rcom care plan”.
According to the in-roem care directive, the
resident reguired 2 person assist for transfers,
was non-ambulatory (not able to walk) and
required 2 (two) person assist for bed maobility.
The in-roocm care directive also called for 2
persons to assist with bowel and bladder care.

Or 8/28/13 at 0345 a.m., according to a faciity
incident investigation form regarding the resident
falling onto the floor, Nursing Assistant (NAC) A
"Called for help, staffimmediately responded and
found resident on the floor". The physician and
family were immediately notified and the resident
was sent to the hospital for treatment. Chart
hotes indicated the resident sustained a right
humerus (arm) fracture and a bump on the head
from the fall. ‘

care plan and provided the resident care with bed
mobility and no other staff assistance. The

resident was receiving incontinence care and was
rolled too far to one side, resulting in failing out of
bed. The resident sustained a humerus fracture.”

On 10/25/13 at 10:15 a.m., the Director of
Nursing stated "The NAC (A) did not follow the
care plan. The resident (#71) required 2 persons
for care. The NAC tried to provide care by self
The NAC had received proper training and knew
the importance of followmg the care plan. The
resident was sent to the hospital. The resident
probably should have had surgery to repair the
fracture, but it was determinad fo use pain
medication and a spiint instead, because it was

1

4. Audits of CNA staff will be
randomly performed by SDC,
DNS or designee to ensure that
care plans are being followed.

re-cducated regarding the
following of care plans.

5 Corrective action will be

|
i

Nursing staff will continue to be

complete by November 20, 2013.
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thought the resident would not be able to tolerate
surgery. The resident returned to us after the fall,
but is currenily hospitalized for ancther medical
problem.”

At 11:45 am., Licensed Nurse (LN} D stated "We
usually do 3 days of orientation for our newly

- hired NAC staff, but we had extended the

- orientation for NAG A because he was a new
nursing assistant. Our policy s that any resident ]
on an air bed is always a 2 person assist with ‘ |
care because residents can fall during
repositioning if they get too close to the edge of
the bed.”

At 2:40 p.m., NAC A was interviewed by
telephone regarding the above incident, and

: stated "l should have had another perscn help
me. I gotin g hurry and made a mistake. 1 did | ;
not read the in-room care directive.” é (
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